The shoulder-hand syndrome has been associated with a variety of pathological conditions, including some cases of underlying malignancy.' Tumours of the lung and brain are most frequently linked with the syndrome,2 but isolated case reports have implicated neoplasms at other sites.3 There are just 2 reports6 7 in which ovarian tumours have been associated with this rheumatic syndrome. This paper describes 2 cases of disabling shoulder-hand syndrome and symmetrical arthralgia which occurred in patients with tubo-ovarian carcinoma.
Case reports CASE 1 This 58-year-old woman presented in April 1980 with left-sided lower abdominal pain, which was found at laparotomy to be due to a well differentiated adenocarcinoma of the left fallopian tube. The tumour was adherent to nearby omentum, but there were no obvious peritoneal secondaries, so hysterectomy together with bilateral salpingo-oophorectomy was carried out.
The patient remained well without further treatment for several months, but in April 1981 she began to complain of pain and swelling of the hands and knees with discomfort in the elbows and ankles. These pains were associated with morning stiffness, and the hand swelling made it difficult for her to make a fist. On examination there was oedema and thickening of the hands and forearms, with tenosynovitis of the right middle finger and a dusky Progress. Diuretics and oral corticosteroids (prednisolone 15 mg/day) had no effect on the swelling of the hands and forearms. The patient complained of some dyspnoea and upper sternal chest pain, so a course of radiotherapy was given to the supraclavicular and paratracheal lymph nodes. In March 1982 her abdominal pain recurred, and a hard mass was palpated in the left iliac fossa. She continued to deteriorate and died in May. CASE 2 This 42-year-old patient presented in July 1981 with abdominal pain and ascites due to peritoneal spread from a poorly differentiated adenocarcinoma of the ovary. Three weeks after laparotomy and peritoneal biopsy, and one week after the start of chemotherapy 391 with treosulfan (1 g daily), she began to develop swelling of both hands with stiffness of the shoulders, hips, and knees. Cytotoxic therapy was discontinued but the symptoms progressed. In November she was seen by a rheumatologist, who noted that both hands were shiny and oedematous, with fixed flexion deformities of the fingers, particularly at the proximal interphalangeal (PIP) joints. There was tethering of the overlying skin, with early palmar and plantar fasciitis (Figs. la, lb). Movements were restricted in both shoulders and the hips were painful on rotation.
She had a haemoglobin of 12-5 g/dl, leucocytes 6-0x 109/l, and ESR 20 mm/h. RAHA and ANF tests were negative, while liver function tests, creatinine kinase, and serum complement were also normal. X-rays of the chest, shoulders, hands, and feet were normal except for the soft tissue swelling and deformity of the hands.
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